Objective: Effects are reported of the Family Bereavement Program (FBP) on the mental health of bereaved youth and their surviving parent 15 years following the program. Method: On-hundred and 56 families (244 children ages 8 -16; 54% male; 67% Non-Hispanic White) were randomly assigned to receive either the FBP (N ϭ 90) or a literature control condition (N ϭ 66). At the 15-year follow-up 80% of the youth and 76% of the bereaved parents were reinterviewed. Mental health problems and service use were self-reported by young adults and their parents. Key informants reported on mental health problems of young adults. Results: Young adults in the FBP reported significantly less use of mental health services and of psychiatric medication than controls. Key informants reported significantly lower mental health problems for young adults who were in FBP as compared with controls and for those who were younger lower internalizing and externalizing problems for those in the FBP as compared with controls. Bereaved parents reported a significantly lower rate of alcoholism and less use of support groups than controls. Conclusions: The results provided evidence that FBP led to lower mental health problems and less service use by bereaved young adults and their parents as compared with controls.
Multiple prevention trials have reported that family focused preventive interventions delivered in childhood have significant effects that last into young adulthood (Hill et al., 2014; Spoth et al., 2013; Van Ryzin & Nowicka, 2013; Wolchik et al., 2013) .
Young adulthood is an important developmental period because many mental disorders have their median age of onset (Burke, Burke, Regier, & Rae, 1990 ) and/or increase in prevalence during this time (Kessler et al., 1994) . Although multiple reporters are often used to study the effects of prevention programs on child mental health, studies of the effects of prevention programs on adult mental health have relied primarily on self-report measures. The current article illustrates the use of three perspectives-self-report of problems, knowledgeable informant report of problems, and reports of service utilization-to evaluate the 15-year follow-up effects of the Family Bereavement Program (FBP), a preventive intervention with families who have experienced the death of a parent (Sandler, Wolchik, Ayers, Tein, & Luecken, 2013) . The evaluation will report on the effects of the FBP on the mental health problems of the surviving offspring and their spousally bereaved parent 15 years following program participation.
Family Bereavement Program (FBP) Designed to Promote Resilience of Bereaved Children and Parents
The FBP is a 12-session program that seeks to prevent the development of mental health problems of bereaved children and their parent by teaching and supporting the use of skills that promote effective adaptation to the stressors that follow the death of a parent (Ayers et al., 2014; Sandler et al., 2013) . Theoretically, according to the dual-process model of bereavement (Stroebe & Schut, 1999 ) the bereaved are coping with loss-oriented stressors (e.g., feelings of grief) as well as restoration-oriented stressors (e.g., the everyday demands of finding safety, control, and meaningful relationships in their changed world). More effective adaptation to these stressors is expected to lead to lower levels of mental health and other problems that sometimes follow the experience of parental bereavement (Brent, Melhem, Donohoe, & Walker, 2009; Melhem, Walker, Moritz, & Brent, 2008; Zisook & Shuchter, 1991) . The FBP consists of small groups that teach and support skills that promote the ability of parents and children/ adolescents to meet the demands of these stressors or to reduce their occurrence (Ayers et al., 2014; Sandler et al., 2013) . The program was designed to strengthen protective factors that theoretically promote effective adaptation to these stressors and that have been empirically associated with better outcomes for bereaved children (e.g., positive caregiver-child relationship quality, effective discipline, positive child coping) and to reduce risk factors that have been associated with worse outcomes for bereaved children (e.g., caregiver mental health problems, negative events, threat appraisals for negative events; Ayers et al., 2014; Lin, et al., 2004; Sandler et al., 2013) . The parent component of the program teaches parents skills to enable the family to restructure as a stable and supportive environment, in which positive experiences are shared, rules are fairly enforced, and in which their experiences and feelings can be understood. The program promotes parent resilience by providing a supportive group environment which helps them work on their own self-defined goals and by teaching them to challenge cognitive distortions that lead to depression. The child/adolescent component of the program teaches children to effectively cope with their feelings of grief as well as the stressors of everyday life, to challenge negative appraisals of stressors in their lives, and to use adaptive beliefs about their control over negative events . Theoretically, strengthening the adaptive skills of bereaved parents and children will lead to a cascade of positive effects across time, resulting in lower levels of mental health problems 15 years later for both parents and children (for prior examples of cascading effects of preventive intervention effects on children and parents over time see Sandler, Tein, Cham, Wolchik, & Ayers, 2016; Wolchik, Tein, Sandler, & Kim, 2016) .
The approach of the FBP to teach and support parenting and coping skills distinguishes it from the primary approach of psychoeducation about grief and feeling expression that characterize most interventions for bereaved children represented in a recent meta-analysis (Currier, Holland, & Neimeyer, 2007) . That metaanalysis reported a small and nonsignificant effect size of the child bereavement interventions. The focus on parenting skills distinguishes the FBP from programs for bereaved adults that were the subject of a meta-analytic review (Currier, Neimeyer, & Berman, 2008) and that found an overall small effect size at posttest, but no significant effect at follow-up.
Importance of Long-Term Follow-Up and Multiple Perspectives in the Evaluation of Program Effects on Mental Health Problems
This report contributes to the literature on programs for bereaved children and their parents in four ways. First, this is the longest term follow-up of a randomized trial of a program for the bereaved. Prior literature reviews have pointed to a dearth of evaluations of the long-term effects of such programs (Currier et al., 2008) . Prior evaluations found lower levels of mental health problems in children and parents in the FBP as compared with controls at 11 months and 6 years after program participation Sandler et al., 2010) . At the 15-year follow-up the children were young adults, a developmental period when the prevalence of mental disorders is elevated (Kessler et al., 1994) . Second, this study uses both self-report and knowledgeable informant report on young adults' mental health problems. Similar to most studies of program effects we assess the self-report of mental health problems by the youth and their parents. There is considerable evidence, however, that adult self-reports of mental health problems are subject to biases that may distort findings of program effects (Carlson, Vazire, & Oltmanns, 2013) as compared with the reports of a knowledgeable informant. Furthermore, selfreport and knowledgeable informant reports of mental health problems have been found to uniquely predict other outcomes such as occupational success (Fiedler, Oltmanns, & Turkheimer, 2004) and physical health (Smith et al., 2008) . In addition, reports from knowledgeable informants provide a source of information about adult mental health problems that is not affected by potential self-report bias. Third, the study assesses program effects on use of mental health service as compared with a control condition. Although use of services is determined by multiple factors, those with a mental disorder are four times more likely to receive services as those without a disorder (Wang et al., 2005) . Some of the factors that influence use of mental health services such as severity of the problems and degree of disability from mental health problems (Bland, Newman, & Orn, 1997; Elhai & Ford, 2007; Leaf et al., 1988; Rayburn et al., 2005) theoretically would be reduced by a successful prevention program. Fourth, although the sample is seeking services, it is not selected by any screening measure to be high on mental health problems, grief, or other indicators of distress. Prior literature reviews have reported that programs for bereaved are more effective when delivered to those who have elevated problems and have questioned the benefit of programs for unselected bereaved populations (Currier et al., 2008) . The current evaluation assesses long-term benefits of the program on this unscreened sample as well as whether the effects differ by level of problems when they entered the program.
This article reports on the effects of the FBP on the mental health problems of the young adults and their bereaved parents 15 years after the intervention. We hypothesized that young adults who participated in the FBP 15 years earlier as compared with literature controls (LC) will have lower levels of mental health problems as assessed by self-report and knowledgeable informants report, and of mental health services utilization. Additionally, parents who participated in the FBP as compared with LC will This document is copyrighted by the American Psychological Association or one of its allied publishers.
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have lower levels of mental health problems and mental health service utilization. The study will also examine whether program effects are moderated by baseline problems, gender, or age, which have moderated program effects in prior evaluations of family focused prevention programs (for a review see Sandler, Ingram, Wolchik, Tein, & Winslow, 2015) .
Method Participants
Participants were 244 young adults (135 FBP from 90 families, 109 LC from 66 families) and 131 spousally bereaved parents (72 FBP, 59 LC) who participated in the FBP trial 15 years earlier. Consistent with our prior report of program effects , only the parents who had been married to the deceased parent (131 out of the 156 caregivers in the FBP) were included in the evaluation of long-term program effects on the parents. In addition, 157 key informants (people the young adult reported knew them the best) provided information about the young adults; however, one of the key informants reported no face-to-face, telephone, or e-mail contact with the young adult in the past year and thus was dropped from the analyses. The key informants were spouse or romantic partner (27.5%), relative (e.g., parent, brother, sister; 39.7%), or friend or other nonrelative (32.7%).
Procedures for participant recruitment and randomization are more fully described in a previous publication , but are briefly reviewed here.
1 Bereaved families were recruited from community agencies (e.g., schools, service agencies) in a large southwestern metropolitan area. Families were eligible for the program if they met the following criteria: family experienced parental death between 4 and 30 months prior to beginning the program; family had one or more children between the ages of 8 and 16; family was not currently receiving other mental health or bereavement services; family was willing to participate in either the group FBP or the self-study LC program; caregivers and youth were able to complete the assessment in English; youth were not in a special class for mentally challenged persons; and family planned to stay in the area for the next 6 months. After the pretest, families were excluded and referred for treatment if the youth or caregivers expressed suicidal ideation that included an intent or a plan or met diagnostic criteria for mental disorders that might interfere with their participation (i.e., major depressive disorder for caregiver; conduct disorder, oppositional defiant disorder or attention-deficit/hyperactivity disorder not being treated with medication for youth). Following the pretest, families were randomly assigned (using computer generated randomization) to the FBP (90 families and 135 children) or to the LC condition (66 families and 109 children). Prior evaluations show that families in the FBP and LC were comparable on the demographic variables and baseline outcomes , except that the percentage of non-Hispanic White participants were lower in the FBP than in the LC (64% vs. 72%). On average, parental death occurred 10.81 months (SD ϭ 6.35, range ϭ 4 -30) prior to the program. Cause of death was 67% illness, 20% accident, and 13% homicide or suicide. Of the caregivers, 63% were mothers, 21% were fathers, and 16% were a relative or friend. Of the youths, 54% were males, mean age at program entry was 11.39 years (SD ϭ 2.43, range ϭ 8 -16, 132 children [ages 8 -11], 112 adolescents [ages 12-16] ). Ethnicity of the families was 67% European American, 16% Hispanic American, 7% African American, 3% Native American, 1% Asian American or Pacific Islander, and 6% other. Median family income was between $30,000 and $35,000 and 15.9% were below the poverty line according to U.S. Health and Human Services poverty guidelines for 1996.
FBP and Literature Control Conditions
The FBP, which was developed by the authors and their colleagues, is fully described elsewhere and is only briefly described here (Ayers et al., 2014; Sandler et al., 2013) . The FBP is a 12-session program that included separate groups for parents, children, and adolescents, plus two individual family sessions. The parent component focused on supporting parents' adaptive grief processes (e.g., identifying and working on their bereavementrelated goals, reframing depressive cognitions about stress) and strengthening adaptive parenting for bereaved families (e.g., increasing positive interactions with their children, active listening, use of effective discipline). The child and adolescent components focused on strengthening effective coping skills (e.g., cognitive reframing, problem solving, adaptive control beliefs, emotional expression). The program was manualized and delivered by two group leaders with master's or doctoral degrees in the helping professions. As reported previously, fidelity of implementation of the program was very high ; objective raters reported over 80% of the action items described in the manual were delivered by the group leaders. The self-study condition consisted of three self-help books dealing with grief and a syllabus for reading the books that were sent to the parents, children, and adolescents. Books were selected based on the evaluation by the FBP team that they contained helpful information for bereaved parents and age appropriate information for children and adolescents. 2 The percentage of participants who reported reading 50% or more of the books was 42% of the parents, 38% of the adolescents, and 71% of the children.
Participants were interviewed (primarily in their homes) at pretest, posttest, 11 months, 6 years, and 15 years following completion of the program. Procedures used to retain the sample over time include periodic tracking to obtain updated contact information and periodic newsletters to maintain their interest in the study. Figure 1 provides the CONSORT diagram about participant recruitment and retention over the course of the 15 years of data collection.
Assessment Procedures at the 15-Year Follow-Up
Interviews were conducted with 194 young adults between 2011 and 2014 (80% of the randomized sample of 244 randomized children) and 99 spousally bereaved parents (76% of the 131 randomized caregivers who were spousally bereaved parents). The young adult was asked to nominate "three people who know you the best" who could be contacted to complete an 1 A more detailed description of the procedures used to retain families over time will be provided by the authors on request.
2 A list of the three books provided to parents, adolescents, and children will be provided on request. This document is copyrighted by the American Psychological Association or one of its allied publishers.
online survey about the young adult. One informant was selected to be interviewed based on the order in which the young adult gave us the name and contact information. Informants were told that the young adults were involved in a study, had given permission to ask them questions about the young adults' adjustment, and that their responses were confidential. Data were obtained from an informant for 156 young adults (80% of the young adults who were interviewed). Young adults, parents, and informants signed informed consent prior to beginning the interviews. The study was approved by the IRB at Arizona State University.
Measures
Young adult outcomes. The Adult Self-Report (ASR; Achenbach & Rescorla, 2003) was used to obtain young adult self-report of mental health problems during the past month. Items are answered using a 3-point scale (not true, somewhat or sometimes true, and very true or often true) during the past month. T scores were obtained on internalizing, externalizing, and total problems. Reliability and validity of these measures are good in the normative population (Achenbach & Rescorla, 2003) This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
lems ␣ ϭ .97). We also created binary variables to indicate whether internalizing problems, externalizing problems, or total problems exceeded the clinical cutpoint score of 64 as Achenbach and Rescorla (2003) suggested. We used the Composite International Diagnostic Interview (CIDI; Robins et al., 1988) to assess diagnosis of mental disorders as defined by the DSM-IV and ICD-10 in the 15 years since participating in the program. The CIDI is a comprehensive, fully structured interview used to assess mental disorders. Participants are asked questions about symptoms of psychiatric disorders that are not due to medication, drugs, alcohol, physical illness, or injury, and additional questions to establish the onset and recency of the symptoms. In order to have power to detect effects on a diagnosed disorder, modules were collapsed into four categories: substance abuse, internalizing, externalizing, and total disorders.
Informants completed the Young Adult Behavior Checklist (YABCL; Achenbach & Rescorla, 2003) to report young adults' problem behaviors over the past month. T scores were derived for internalizing, externalizing, and total problems. reliability and validity of these measures are good in the normative population (Achenbach & Rescorla, 2003) and in the current sample (internalizing ␣ ϭ .92; externalizing ␣ ϭ .94; total problems ␣ ϭ .97). We used the clinical cutpoint to create binary variables of internalizing, externalizing, and total problems. The correlations between young adults and informants ranged from .43-.45 across the three T scores.
Parent outcomes. The 21-item Beck Depression Inventory (BDI; Beck & Steer, 1993) was used to assess the severity of depression in the past week. The scale has good reliability and validity (Beck, Steer, & Garbin, 1988) in the scale development samples and good reliability in the current sample (␣ ϭ .87). Twenty-five of the original 27 items from the Psychiatric Epidemiology Research Interview (PERI; Dohrenwend, Shrout, Ergi, & Mendelsohn, 1980) were used to measure nonspecific psychiatric distress in the past month. The scale consists of items assessing dread, anxiety, sadness, helplessness, hopelessness, psychophysiologic symptoms, perceived physical health, poor self-esteem, and confused thinking, which are summed to yield an overall score indicating general psychiatric distress. The score has good reliability and validity in the scale development sample (Shrout et al., 1988) and good reliability in the current sample (␣ ϭ .94).
The Short Michigan Alcoholism Screening Measure (SMAST) was used to assess parental symptoms of alcoholism in the past 9 years after the previous interview. Based on recommendations from Crews and Sher (1992) an additional item ("Do you think you were/are an alcoholic?") was added to the original 13-item scale. The scale had good reliability in the current sample (␣ ϭ .82). Agreeing with three or more symptoms has been proposed as the cutpoint for alcoholism (Selzer, Vinokur, & van Rooijen, 1975) . Because four of the 14 items reflect self-perceptions of being an alcoholic (e.g., "Do you think you were/are an alcoholic?") and not actual problem drinking behavior (e.g., "Have you gotten into trouble at work because of drinking during the past nine years?"), we also analyzed the SMAST using only the 10 items which reported on problem drinking behaviors. This was done to assess program effects on reports of problem drinking behaviors during the past 9 years, separately from self-perception of being an alcoholic which might have been captured at the 6-year follow-up . This 10-item scale was treated as a count variable, assessing the number of areas of problem drinking.
Parent and young adult service utilization. An adapted version of the Services Assessment for Children and Adolescents (SACA; Stiffman et al., 2000) was used to assess young adult and parent reports of their own use of 13 services (e.g., mental and behavioral health services, psychiatric prescription drug use) in the past year. The SACA has good test-retest reliability for previous year service use (Horwitz et al., 2001) . Because of the low number of endorsements in some areas, we collapsed and recategorized the areas to total number (i.e., count) of doctor visits for mental health problems, counselor/advisor (counselor, spiritual advisor, and other healer) visits for mental health problems, psychiatric related medications, and attendance at support group meetings. We omitted areas that had very low base rates (e.g., psychic visits).
Data Analytic Strategy
Analyses were done separately for young adults and spousally bereaved parent outcomes. To determine if either internal or external validity were affected by loss to follow-up, we ran attrition analyses based on the method proposed by Jurs and Glass (1971) . Young adults were considered to be present if they or their key informant provided data. We used a chi-square test to examine differential attrition rates across intervention groups, and analysis of variance or logistic regression to examine group x attrition status interactions effects on continuous and categorical pretest variables, respectively. Additionally, we flagged potential outliers based on having a Cook's distance over 1.0 (Cook, 1977) .
To test the intervention main or moderation effects on the 15-year follow-up outcomes, we used regression analysis for continuous outcomes, logistic regression for binary outcomes, and zero-inflated Poisson models for count outcomes (i.e., accounting for a large number of zeros), controlling for baseline risk. For young adult outcomes (as reported by young adults and key informants), baseline risk was defined as the average of the caregiver and child reports of internalizing (caregiver: CBCL [Achenbach, 1991a]; child: Children's Depression Inventory [Kovacs, 1981] and Revised Children's Manifest Anxiety Scale [Reynolds & Richmond, 1978] ); and externalizing problems (caregiver: CBCL [Achenbach, 1991a] ; child: Youth Self Report [Achenbach, 1991b] ). For parent outcomes, baseline risk was defined as the average of PERI, BDI, and the Texas Revised Inventory of Grief (Faschingbauer, DeVaul, & Zisook, 1977) . There are two components of the zero-inflated Poisson model: a Poisson model, which analyzes the count outcome including those who produce counts of zero with some probability (e.g., who might not have a zero count at different assessment points), and a logit model, which analyzes the odds ratio of the individuals with structural zeros (e.g., those who would always have a zero count at any assessment points) versus the others (Coxe, West, & Aiken, 2009) .
We used an intent-to-treat approach and handled missing data by using full information maximum likelihood with Mplus 7.3 (Muthén & Muthén, 1998 . Because children were nested within families and families were nested within intervention group, nonindependence of the data points could impact the standard errors (i.e., biased downward). The intraclass correlations (ICCs) and design effects were low by intervention group (average youth group size ϭ 6.75 -M ICC ϭ .005 for youth self-report and M ICC ϭ This document is copyrighted by the American Psychological Association or one of its allied publishers.
0 for key informant report of young adult variables; average parent group size ϭ 5.54 -M ICC ϭ .002 for parent variables) but not by family (average children per family ϭ 1.56 -M ICC ϭ .13 for youth self-report and M ICC ϭ .007 for key informant report of young adult variables). To account for the dependency of young adult scores clustered by family, we used a sandwich estimator to calculate the robust standard errors for the young adult outcomes (Yuan & Bentler, 2000) . We tested whether the intervention effects were moderated by young adult gender or age for young adult outcomes, parent gender or age for parent outcomes, and baseline risk for all outcomes one moderator at a time. Significant interaction effects were probed to examine simple main effects. For continuous moderators, we tested the simple main effect at one standard deviation above and below the mean of the moderator. For categorical moderators, we tested the intervention effect at each level of the moderator. We used the false discovery rate (FDR) procedure (Benjamini & Hochberg, 1995) to correct for multiple tests for each set of analyses (e.g., attrition, mental health outcomes). We interpreted effects and reported effect sizes for effects that had FDR corrected p values Ͻ .10 (Benjamini, Drai, Elmer, Kafkafi, & Golani, 2001) . Effect size indicators are Cohen's d for continuous outcomes, odds ratios (ORs) for binary outcomes, and incidence rate ratios (IRRs) for count outcomes (Cohen, 1988; Pearce, 2004) .
Results

Preliminary Analyses
There were no differential attrition rates across groups, no significant group by attrition status interaction effects, and no group or attrition status main effects. Additionally, all Cook's D values were below 1.0, indicating that none of the data points were flagged as outliers.
Outcome Analyses
Young adult self-report of mental health problems. As shown in Table 1 , there were no significant main or moderated effects of the FBP group on young adult self-reported mental health problems after the FDR correction.
Key informant report of young adult mental health problems. A significant program by age effect was found for internalizing T scores on the YABCL, (unstandardized) B ϭ 1.83, SE B ϭ 0.74, z ϭ 2.46, p ϭ .01. For young adults who were between 8-and 11-years-old at pretest, those in the FBP were rated by key informants to have significantly lower internalizing T scores than those in the LC (at Ϫ1 SD below mean age: M FBP ϭ 51.50, M LC ϭ 57.97, z ϭ Ϫ2.86, p ϭ .004, Cohen's d ϭ 0.46, 95% CI [0.14, 0.78]). A significant program by age interaction was also found for the clinical cutoff of internalizing problems on the YABCL (B ϭ 0.52, SE B ϭ 0.20, z ϭ 2.60, p ϭ .009). For young adults who were between 8-and 11-years-old at pretest, those in the FBP were over six times less likely of having a clinical diagnosis on internalizing problems compared with those in the LC group (at Ϫ1 SD below mean age: OR ϭ 0.16, 95% CI [0.05,0.54]; NNT ϭ 7.37). A significant program by age effect was also found for externalizing T scores on the YABCL (B ϭ 1.28, SE B ϭ 0.66, z ϭ 1.93, p ϭ .05). For young adults who were between ages 8 and 10 at pretest, those who were in the FBP were reported to have fewer externalizing problems than those in the LC (at . There was a significant main effect on the SMAST cutoff score of three such that bereaved parents in the LC were over six times more likely to exceed the cutpoint for a diagnosis of alcoholism than those in the FBP (B ϭ Ϫ1.88, SE B ϭ 0.81, z ϭ Ϫ2.32, p ϭ .02; OR ϭ 0.15, 95% CI [0.03,0.75]; NNT ϭ 6.25). For the assessment of the 10-item SMAST count scores of problem drinking behavior during the past 9 years, there was a significant main effect in the count model (B ϭ Ϫ1.24, SE B ϭ 0.39, z ϭ Ϫ3.17, p ϭ .002; IRR ϭ .29) such that the number of problem drinking behaviors for the parents in the FBP was .29 times the number of problem drinking behaviors for the parents in the LC. No significant effects were found for depression or psychiatric symptoms.
Service utilization. As shown in Table 1 , young adults in the FBP as compared with controls had fewer visits to the doctor for mental health problems (B ϭ Ϫ1.00, SE B ϭ 0.35, z ϭ Ϫ2.89, p ϭ .004), attended fewer support group meetings (B ϭ Ϫ1.86, SE B ϭ 0.63, z ϭ Ϫ2.95, p ϭ .003), and took less psychiatric medications (B ϭ Ϫ2.92, SE B ϭ 0.81, z ϭ Ϫ3.60, p Ͻ .001). Parents in the FBP were less likely to have attended support group meetings than those in the LC (B ϭ Ϫ2.35, SE B ϭ 0.88, z ϭ Ϫ2.68, p ϭ .007). The IRR showed that, compared with young adults in the FBP in the past year, young adults in the LC had 2.7 times the number of visits to the doctor for mental health, attended 6.25 times the number of support group meetings, and took 20 times the number of psychiatric medications. Parents in the LC as compared with those in the FBP attended 10 times the number of support group meetings. There was also one main effect in the logit model. The likelihood of young adults in the FBP to take psychiatric medications was significantly smaller than for those in the LC (B ϭ Ϫ3.59, SE B ϭ 1.69, z ϭ Ϫ2.12, p ϭ .03 [FDR corrected-p ϭ .06], OR ϭ .03.
Discussion
The findings provide support for the hypotheses that young adults who were in FBP as compared to those who were in the LC would have lower mental health problems 15 years following the This document is copyrighted by the American Psychological Association or one of its allied publishers.
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program as reported by knowledgeable informants and lower selfreported use of mental health services, and that the bereaved parents in FBP as compared with LC would have lower self-report of alcohol problems and lower attendance at support groups over 15 years. The results did not support the hypothesized benefit for young adults in the FBP as compared with LC to have lower self-reported mental health problems. The clinically significant effects on several measures (i.e., parental alcohol abuse, key informant report of internalizing problems) as well as the effects on young adult and parent service use support the public health significance of the findings. The results will be discussed in terms of the utility of assessing program effects from the perspective of multiple measures and multiple reporters, alternative explanations for divergent findings across measures, implications for services provided to parentally bereaved families, and limitations and future directions for research. Although there were no program main or moderated effects on young adult self-report of their mental health problems, key informants reported lower levels of total mental health problems, and lower internalizing and externalizing problems for young adults in the FBP as compared with controls. These findings extend findings at the 6-year follow-up of lower key-informant reports of mental health problems for youth in FBP as compared with controls (that is, parent reports of youth externalizing problems and teacher reports of youth internalizing and externalizing problems; Sandler et al., 2010) . Similarly, the findings that bereaved parents as compared with controls had lower levels of alcohol problems and alcohol abuse at the 15-year follow-up extends similar findings at the 6-year follow-up. One limitation of the findings for youth and parents is that there was no pretest measure on these variables, precluding any interpretation as to program effects to reduce the levels of these problems over time, and somewhat weakening inferences as to the causal effect of the program. However, the limitation on inferences that the differences between the FBP and control groups on these variables is due to the FBP is mitigated by minimizing confounding effects through the randomization of the groups to FBP and control conditions, the use of an ITT approach to data analysis, the lack of attrition differences between groups over time, and the use of other measures of mental health at baseline as covariates in the analyses (Sackett, 1979; Sedgwick, 2013) .
Although there was a main effect for the FBP to have lower levels of key informant reports of young adult total mental health problems at 15 years, the benefits of the FBP on key informant reports of both internalizing and externalizing problems were primarily found for those who were age 10 or 11 or younger at the time they participated in the program. One potential interpretation of the effects for younger participants in the FBP is that bereaved children were more responsive than bereaved adolescents to the coping and parenting skills taught in the program. However, this interpretation does not explain why there was very little evidence of an age by program interaction at the posttest, 11-month followups, or 6-year follow-ups Sandler et al., 2010 ). An alternative interpretation of the age-related program effects is that the program impacted mental health problems that are a response to the stressors that occur earlier in the young adult transition process (e.g., age 23-26; adjustment to leaving home and school) rather than later (age 27-31). A third potential explanation for the age-related effects is that different informants reported for younger and older participants. We explored this explanation but found no difference across age in informants from whom reports were obtained.
One possible explanation why significant effects were not found for self-report of mental health problems by those in the FBP is that the LC participants' greater use of mental health services and psychiatric medication reduced their reports of symptoms of mental health problems. Similarly, the lack of differences on parent report of their depression and psychiatric symptoms may be due to those in the control condition having benefitted from their greater use of support groups. It also may be that there were significant moderated effects on self-report of young adult or parent report of mental health problems, but that the study was underpowered to detect such effects. Post hoc power analyses suggest that power to detect a significant interaction effect was approximately .45 for a small effect size. In support of the possibility of moderated effects, however, we did find a significant gender by program interaction effect on young adult report of externalizing problems prior to the FDR correction which showed a positive effect for women in the FBP condition as compared with controls. Another possibility is that biases (either overreporting or underreporting) contributed error variance to the self-report of mental health problems, reducing the likelihood for detecting true program effects.
The finding that FBP participants reported using fewer mental health services in the past year than controls is consistent with reports that other preventive interventions have long-term effects to reduce service use (e.g., Herman et al., 2015; Ialongo, Poduska, Werthamer, & Kellam, 2001) . It is interesting to note that although participation in the FBP might be expected to reduce stigma around seeking services and thus increase service use, it was instead associated with lower rates of use for a wide range of mental health and support group services.
The findings have several significant implications for services for parentally bereaved families. First, prior meta-analyses of interventions for bereaved children and adults (Currier et al., 2007; Currier et al., 2008) reported larger effects for the subsample with higher levels of distress or symptoms when they entered treatment then for those who had lower levels of distress when they began treatment. The treatment effects were not significant for interventions delivered to those who were not selected as high in symptoms. We found, however, that the long-term benefits of the program were not moderated by baseline levels of problems, indicating that the FBP is equally appropriate for both high-and low-risk bereaved families. The lack of greater benefits at the 15-year follow-up for those with higher baseline problems is consistent with the lack of program x baseline effects on mental health problems and grief at the 6-year follow-up (Sandler et al., 2010; Sandler, Ma et al., 2010) . Second, the findings are supportive of a skills based approach to services with bereaved families. The theory of the intervention was that teaching coping and parenting skills would promote resilience of children and parents, leading to lower levels of mental health problems over time. This is consistent with prior evidence of long-term benefits of skill focused parenting and child coping programs with children and parents experiencing other stressful life situations (for a review see Sandler, Schoenfelder, Wolchik, & MacKinnon, 2011) . It is also consistent with prior evidence that previously reported program effects on youth and parent mental health were mediated by program effects on quality of parenting and children's coping This document is copyrighted by the American Psychological Association or one of its allied publishers.
This article is intended solely for the personal use of the individual user and is not to be disseminated broadly. Tein, Sandler, Ayers, & Wolchik, 2006) . A third implication is to support the value of involving the surviving bereaved parents in services for bereaved children. The current findings extend findings of benefits for bereaved parents and youth at the 11-month and 6-year follow-ups (Sandler et al., 2010 to support a "double prevention" effect in which both the children and their bereaved parents benefit from participating in the FBP. There are several limitations of this evaluation that point to directions for future research. First, longitudinal mediation analysis are needed to better understand which of the coping and parenting processes targeted by the intervention account for the lower levels of long-term mental health problems experienced by these young adults and their parents. As in previous long-term follow-ups of preventive interventions these analyses should test cascading effects in which short-term program effects to increase protective factors (e.g., positive parenting) lead to lower levels of problems several years later, which in turn lead to lower levels of other problems or higher levels of functioning at still later developmental periods (for a review of such findings see Sandler et al., 2015) . In addition, it may be that changes in family contexts following the program (e.g., economic losses, remarriage, etc.) may also contribute to program effects on child and parent mental health problems over time. Understanding the pathways through which family focused prevention and mental health promotion programs benefit children is a critical next step for research (Sandler et al., 2011) . Second, a qualitative study of parent and child experiences in the program and their use of program skills following their participation is needed to provide a better understanding of how the program is helpful. Third, it is possible that key informants were knowledgeable about program conditions, and that this knowledge affected their ratings. Fourth, the lack of a more active control condition does not allow inferences as to how effects of the FBP might compare with those obtained from alternative programs, such as a supportive group that does not involve teaching coping or parenting skills. The fact that many parents and children did not read the books assigned to the control group indicates that the potency of our control condition was likely limited. Fifth, the effects obtained on service use need to be extended to a full cost-benefit analysis, which should include assessment of service use as documented by service provider records (e.g., Herman et al., 2015) . Sixth, the 15-year effects on additional outcomes need to be assessed including effects on biological processes (e.g., indicators of emotion regulation), physical health, grief, and success in developmentally appropriate life tasks such as developing satisfying family relationships and success at work.
